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We present the occurrence of the free distal aspect of a screw which belongs to cervical vertebra implant
penetrated the trachea and resulted in tracheal obstruction. This occurrence has not been previously
reported in the English literature. This event occurred, four years ago following a cervical vertebra
implant surgery for herniated nucleus pulposus. The patient has been suffering from dyspnea after the
surgery. Patient had been diagnosed as chronic asthma bronchiale and given asthma medications by
different doctors since the operation. The patient presented to our hospital with the same complaints.
Her pulmonary function test revealed upper airway obstruction, thereupon we ordered a neck tomog-
raphy. The tomography showed a foreign body in the trachea of the patient. The implant and the screw
were safely removed. The patient’s complaints are recovered after removal. Her pulmonary function test
was improved.
 2010 Elsevier Ltd. All rights reserved.1. Introduction
Iatrogenic tracheal foreign bodies are very rarely seen. There is
not any complication reported in the literature that cervical
vertebra implant surgery resulted in tracheal foreign body and
thereby tracheal obstruction. The severe tracheal obstruction
results in signiﬁcant respiratory symptoms and prompt diagnosis.
However, milder cases may result in a delay in diagnosis until much
later in life.1 Typical symptoms in patients include cough, stridor,
wheezing and dyspnea. These individuals may be misdiagnosed as
having asthma2,3 and improperly treated with asthmamedications.
We report the case of an 80-year-old female who presented in
the clinic with a diagnosis of asthma. Spirometry was a critical part
of arriving at the correct diagnosis of tracheal foreign body which
results in obstruction.2. Case report
An 80-year-old female patient presented to our university
hospital with complaint of dyspnea of four years duration.
Four years ago, she underwent cervical vertebra implant surgery
for herniated nucleus pulposus. She has been suffering from
dyspnea since operation. She applied to different hospitals to
alleviate her dyspnea and she was given a diagnosis of persistent
asthma and placed on long acting b-2 agonist, ﬂuticasonetas).
rved.proprionate and montelukast. But her symptoms gradually wors-
ened despite treatment; she began to complaint to her family that it
was becoming difﬁcult to walk around in her home and very
difﬁcult to climb stairs.
She was referred to the university hospital from another city
government hospital with persistent asthma for deﬁnite treatment.
On her arrival, the patient had dyspnea and hemoptysis time to
time. Physical examinationwas unremarkable; her lungs were clear
to auscultation. Spirometry was performed. Values for relevant
ﬂows and volumes are found in Table 1. Visual inspection of the
ﬂow-volume curve showed a marked “squaring off” of the expira-
tory and inspiratory limbs (Fig. 1A).
Her postero-anterior chest X-ray revealed metallic cervical
vertebra implant (Fig. 2).
Because of spirometric changes and metallic implant in chest
X-ray, an obstruction of the central airway was suspected, and
a neck computed tomography (CT) and thorax CT were ordered.
The neck CT and upper cross-section of thorax CT showed one of
the screws which belongs to cervical implant protruded and
penetrated posterior tracheal wall and obliterated the tracheal
lumen (Figs. 3A and B and 4).
Her bronchoscopy conﬁrmed a metallic screw lay alongside of
posterior tracheal wall and one-third of tracheal lumen was
stenotic. Tip of screwwas lacerating tracheal wall which resulted in
hemoptysis (Fig. 5).
She subsequently underwent cervical dissectomy and cervical
implant removal. At a postoperative clinic visit, she reported
that she was without respiratory symptoms and off all daily asthma
medications. Spirometry at that follow-up visit demonstrated
Table 1
Spirometry values.
Predicted Presurgery
(% predicted)
Postsurgery
(% predicted)
FVC 1.95 L 1.84 (87.6) 2.13 (107.6)
FEV1 1.53 L 1.50 (83.1) 2.08 (136.1)
FEV1/FVC 80.2 74.3 99
PEF 4.45 L/m 1.85 (31.9) 4.20 (94.5)
Fig. 2. Posteroanterior chest X-ray; vertebral implant.
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there was a marked change toward normalcy in the shape of the
ﬂow-volume curve (Fig. 1B).Fig. 3. A, B). Neck CT: a vertebral implant’s screw protruded trachea.3. Discussion
A screw belongs to cervical vertebra implant surgery for
herniated nucleus pulpous had passed through aside of esophagus
and penetrated posterior wall of trachea during surgery and lay
alongside of posterior tracheal wall and thereby caused one-third of
trachea to obstruction.
_Iatrogenic tracheal foreign bodies are rarely seen in adults. We
did not ﬁnd any tracheal obstructionwhich is the result of vertebralFig. 1. Representative ﬂow-volume curves at theimplant in English literature. We think, this will be ﬁrst case in the
literature.
Signs and symptoms of tracheal obstruction may be disregarded
or mistaken for a variety of other disorders. Patients are usually
misdiagnosed as having asthma, chronic bronchitis or pneumoniatime of diagnosis (A) and postsurgery (B).
Fig. 4. Thorax CT upper cross-section: metallic object in tracheal lumen (white arrow).
Fig. 5. Bronchoscopy: a metallic screw in tracheal lumen.
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exertion, which may progress to dyspnea at rest, a brassy cough,
recurrent pneumonitis, wheezing, stridor, and cyanosis may all be
a part of the clinical presentation. Because many of these symp-
toms, especially dyspnea on exertion and wheezing, can be easilyattributed to other respiratory disorders such as chronic bronchitis
and asthma.5,6 In one study, the duration of the symptoms ranged
from one to 132 months (median three months).7 Our patient has
experienced symptoms for four years. The patient’s past medical
history becomes particularly important in the diagnosis.
The deﬁnite diagnosis may be conﬁrmed with plain radiog-
raphy, computed tomography, or endoscopy. Linear tomography
has been recommended as the technique of choice, although this
may be more difﬁcult to arrange than computed tomography.8
Spirometry may be a critical part of the diagnosis, ﬂow-volume
loops exhibit a characteristic reduction in peak expiratory ﬂow,
with a plateau in the expiratory curve, however their interpretation
may be complicated by concomitant lung disease, and they are not
recommended as a reliable diagnostic technique.8,9
4. Conclusion
Tracheal obstruction on account of foreign body is very rare
complication and may be overlooked or misdiagnosed as asthma.
Interpreting pulmonary function test, the patient’s past medical
history and computed tomography have very crucial role in diag-
nosis of tracheal foreign body.
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